Introduction {#S0001}
============

The community health centre, as the cornerstone of a healthcare system, is characterized by providing first-contact, continuous, comprehensive, and coordinated care to individuals as well as families.[@CIT0001] The population of a country with a strong primary care system has improved health outcomes, particularly reflected in relieving chronic conditions, higher quality of life, and better healthcare system satisfaction in individuals.[@CIT0002] In 2008, the World Health Organization (WHO) proposed that primary care be used as an approach to provide effective, fair, and efficient care and that primary care systems be strengthened in all countries.[@CIT0003] Many countries, such as the UK, have attempted to use various structures and models to improve primary care and have tried to establish chronic care models to improve primary care for patients with chronic illness.[@CIT0004] These models have proved to be effective in improving care and reducing costs.[@CIT0005]

The healthcare delivery system in China is based on three tiers, namely, primary, secondary and tertiary levels of healthcare. Primary healthcare services are mainly provided by CHCs, which were initially established to maintain public health in the late 1990s and have continued to expand and develop since 2008.[@CIT0006]--[@CIT0008] However, due to the lack of restrictions in patients' choice of healthcare providers and lower trust in CHCs, most patients tend to seek treatment in hospitals (particularly tertiary hospitals) regardless of disease type and severity.[@CIT0009],[@CIT0010] Statistics show that the number of visits to tertiary hospitals was 1.8 times the number of visits to CHCs.[@CIT0011] In addition, with the alteration of the disease spectrum, chronic diseases have come to represent a significant threat to human health and development in the current world. Although CHCs have played an increasingly important role in the prevention, treatment and rehabilitation of chronic diseases, patients with chronic diseases prefer to go higher-tier hospitals for routine treatment.[@CIT0012],[@CIT0013] This phenomenon in China has resulted in considerable wastage of high-quality medical resources in not only tertiary hospitals but also in unused CHCs and further aggravated health inequity among residents.[@CIT0014],[@CIT0015]

To optimize patients' current healthcare-seeking preferences and improve the efficiency of the healthcare system, the Chinese government initiated the "Healthy China 2020 Plan" in 2012 and subsequently implemented a series of pilot projects across the country.[@CIT0016]--[@CIT0018] In 2014, the National Health and Family Planning Commission (NHFPC) selected the city of Xiamen as the pilot city for hierarchical diagnosis and treatment reform for hypertension and diabetes.[@CIT0019] As a municipality in the economically developed southeast coastal area of China, Xiamen has a relatively high level of healthcare and prevalence rate of chronic diseases, and the average life expectancy is above 80 years.[@CIT0019],[@CIT0020] Statistics indicated that 13.65% of residents were aged 60 years and over, and the prevalence of hypertension and diabetes in Xiamen was 16.67% and 4.61%, respectively. Such serious ageing problems and the shifting of the disease spectrum made hypertension and diabetes rank as the top two issues addressed in all medical visits before 2014 in Xiamen, accounting for more than half of outpatient visits in hospitals.[@CIT0021]

To address these problems, Xiamen introduced a "three-in-one" team-based care model for chronic disease management in 2015, tested first among patients with hypertension and diabetes. In this model, patients with diabetes or hypertension are assigned to a team of three healthcare workers that consists of a specialist from a general hospital (GH), a general practitioner (GP) from a CHC, and a dedicated health manager.[@CIT0020] The specialists play the most significant role in curing patients with severe diseases and training GPs and health managers. The GPs are responsible for managing patients' health through physical examination, prescriptions, and reference to hospitals. Heath managers mainly provide services for disease prevention and control, including regular follow-up and health education, and establish personal health records. Moreover, the government provided financial incentives by increasing fees for chronic disease case management and enhancing the reimbursement mechanism.[@CIT0022]

It has been reported that the proportion of hypertensive visits to CHCs increased from 72.6% to 95.7% and that diabetic visits increased from 40.7% to 78.1%.[@CIT0023] The three-in-one team-based care model proved to be an effective way to improve the efficiency of the healthcare system. The factors influencing health-seeking preference and CHC utilization in the Xiamen reform, however, are unclear.

There is a strong correlation between health-seeking preference and health service utilization.[@CIT0023]--[@CIT0026] Existing research has indicated that the health-seeking behaviour of patients is complex and influenced by many factors. However, qualitative studies have examined influential factors of patients' health-seeking behaviour by using the behavioural model of health service use.[@CIT0013],[@CIT0027],[@CIT0028] The health promotion field is often criticized for neglecting the environmental underpinnings that impact individuals.[@CIT0029] The social ecological model (SEM), as a multi-systems theoretical model, recognizes individuals as embedded within larger social systems and describes the interactive characteristics of individuals and environments.

Social ecological theory has been proposed as a useful framework for forecasting illness-management behaviours[@CIT0030] as well as for community health promotion programmes.[@CIT0031] It assumes that complex individual behaviours, such as health-seeking behaviours, are determined by multiple factors and reflect interactions within multiple systems. Building on the SEM, we hypothesized that patients' health-seeking behaviours would be influenced by intrapersonal, interpersonal, institutional, and policy factors.[@CIT0032]

Employing SEM as a conceptual model, this study aimed to assess patients' healthcare-seeking preference and utilization of CHCs and identify influential factors among patients in the programme of three-in-one team-based care. Our work will generate fresh insight into the study on preferences and utilization of healthcare and provide valid reference for the promotion of primary care in developing countries, such as China.

Materials and Methods {#S0002}
=====================

Participants {#S0002-S2001}
------------

A cross-sectional study composed of 2200 individuals with hypertension or diabetes was conducted from June to September 2016. Given that the prevalence rate of hypertension or diabetes was 20.8% in 2014, 2200 patients were selected by a two-stage random sampling method according to the formula: N = 400\*(1-p)/p, where p is the prevalence rate of diseases, including a 40% increase to allow for potential non-responders. At the first stage, 5 CHCs (defined as A, B, C, D and E) were selected from 25 CHCs in Xiamen according to economic levels. At the second stage, 440 patients aged over 18 years old were recruited according to treatment records in each CHC. Thereafter, the participants were interviewed by well-trained investigators through face-to-face interviews, and the response rate was 89.6%. Each interviewee was fully aware of the study purpose and of the anonymity and confidentiality of their responses. We checked for completeness of all questionnaires and used EpiData software (version 3.1. EpiData Association, Denmark) for data entry. Double entry was conducted to ensure data accuracy.

Independent Variables {#S0002-S2002}
---------------------

### Health-Seeking Preference {#S0002-S2002-S3001}

Given that China's healthcare delivery system is mainly composed of CHCs (providing primary care) and hospitals (providing secondary/tertiary care), health-seeking preference was measured by asking subjects "In what type of medical institution would you prefer to seek treatment?" (CHC or hospital).

Community Health Services Utilization {#S0002-S2003}
-------------------------------------

The main services provided by CHCs are outpatient services; therefore, we used the probability and frequencies of outpatient service utilization to express the CHC utilization, which was measured by the questions (1) "Did you see a doctor in the past two months in a CHC?" (2) "How many times did you visit a doctor in the past two months in a CHC?"

Dependent Variables {#S0002-S2004}
-------------------

According to the multilevel framework proposed by Urie Bronfenbrenner and Mcleroy,[@CIT0032],[@CIT0033] dependent variables were categorized into personal characteristics, personal behaviour, interpersonal factors, institutional factors, and public policy. Personal characteristics variables included gender (male/female), age (\<60 years old/≥60 years old), education (primary school and below, middle school, and high school and above), BMI (\<18.5 kg/m^2^, 18.5--23.9 kg/m^2^, 24--27.9 kg/m^2^, and ≥28 kg/m^2^), complications (yes/no), duration of diseases (years), and self-reported health (poor, neutral, and good). Personal behaviour variables included smoking (yes/no), drinking (yes/no), and sleep quality (poor, neutral, and good). Interpersonal factors included marriage (married/not married) and monthly household income (\<2000 RMB, 2000--3999 RMB, and ≥4000 RMB). Institutional factors included five CHCs, which are named A, B, C, D, and E. Public policy included whether the patient's treatment was managed by the GP team (joined the Xiamen mode) (Yes/no) and whether the patient had medical insurance (uninsured, Urban Employee Basic Medical Insurance (UEBMI), Urban Resident Basic Medical Insurance (URBMI), and others. The New Rural Cooperative Medical System (NRCMS) was not included in this study due to urbanization in Xiamen).

Statistical Analysis {#S0002-S2005}
--------------------

Descriptive statistics (frequency, percentage, mean (SD)) were used to describe the characteristics of the study sample. Chi-square tests and t-tests were used to analyse the differences in health-seeking preferences and CHC utilization among patients with different characteristics. Logistic regression analysis was employed to explore factors affecting health-seeking preference. Count data are usually characterized by heteroscedasticity, so we constructed a two-part negative binomial model (two-part Negbin) by using the SAS GLIMMIX process to study the influential factors of the probability and frequency of CHC utilization.[@CIT0034]--[@CIT0036] Data cleaning and analysis were performed by SAS soft, version 9.4 (SAS Institute Inc, Cary, NC, USA).

Results {#S0003}
=======

Characteristics of the Study Sample {#S0003-S2001}
-----------------------------------

The total number of collected valid samples was 1972. A total of 76.2% were over 60 years old, and 54.4% were female. A total of 61.5% had an education attainment of middle school level and below, and 40.6% of the participants had a BMI larger than 24 kg/m^2^. Twenty-six percent lived with complications, and the chronic disease duration was 9.3±7.2 years. In total, 17.8%, 47.7%, and 32.6% of the respondents provided self-reported health statuses of poor, neutral and good, respectively. A total of 87.5% of the respondents were married, and 77.1% lived in a family with an income of more than 2000 RMB per month. The proportion of respondents was well distributed across CHCs (approximately 20%). Overall, 50% of the sample had joined the three-in-one team-based care model, and 92.2% were covered by medical insurance ([Table 1](#T0001){ref-type="table"}).Table 1Characteristics of the Study SampleVariablesN/Mean%/SDGenderMale90045.6Female107254.4Age (years)\<6046923.8≥60150376.2EducationPrimary school and below69535.2Middle school51926.3High school and above75838.4BMI (kg/m^2^)\<18.5532.718.5--23.9111956.724-27.954027.4≥2826013.2ComplicationYes46426.0No131974.0Duration of Diseases (years)9.37.2Self-report healthPoor39017.8Neutral94047.7Good64232.6MarriageMarried172587.5Unmarried24712.5Monthly household\<200045122.9Income (RMB)2000\~399995948.6≥400056228.5CHCsA40020.3B39820.2C39420.0D37919.2E40120.3Managed byYes99050.2GP teamNo98249.8Medical insuranceUninsured1407.1UEBMI80140.6URBMI91646.5Others1155.8

Health-Seeking Preference {#S0003-S2002}
-------------------------

Of 1972 respondents, 1429 (72.5%) individuals reported that they usually sought healthcare in CHCs. As [Table 2](#T0002){ref-type="table"} shows, in personal characteristics level, respondents under 60 years old were more likely to see a doctor at a CHC than those over 60 (78.7% vs 70.5%, χ^2^=11.906, P\<0.001). More than 70% of participants with middle school education and below were more likely to receive treatment in CHCs, compared with 68.2% of those with high school education and above (χ^2^=12.038, P=0.002). Patients with a long disease duration tended to be less likely to seek healthcare in CHCs than those with a short disease duration (t=2.070, P=0.038). A total of 479 (74.6%) individuals with good self-report health preferred to seek treatment in CHCs compared to those with poor health status (χ^2^=4.627, P=0.032). There was no significant difference in health-seeking preference at the individual behaviour level (smoke, drink and sleep quality). On the interpersonal level, patients with high household income had greater willingness to visit CHCs than those with low household income (χ^2^=4.349, P=0.037). In terms of the institutional factors, participants had different health-seeking preferences. Specifically, most patients of CHCs A, B, C and E tended to express a preference for a CHC, while fewer patients of CHC D did so (χ^2^=6.736, P=0.010). At the policy level, the preference for the CHC was much higher in respondents managed by the GP team (81.5% VS 63.4%, P\<0.001) and insured by the UEBMI or URBMI (χ^2^=21.142, P\<0.001).Table 2The Health-Seeking Preference of the SampleVariablesYes (N=1429)No (N=543)Chi-SquarePN/Mean%/SDN/Mean%/SDPersonal CharacteristicsGenderMale63570.626529.43.0240.082Female79474.127825.9Age (years)\<6036978.710021.311.9060.000≥60106070.544329.5EducationPrimary school and below51574.118025.912.0380.002Middle school39776.512223.5High school and above51768.224131.8BMI (kg/m^2^)\<18.53158.52241.55.7450.12518.5--23.939873.114226.324-27.919173.56926.5≥2880972.331027.7ComplicationYes32369.614130.42.0630.151No96473.135526.9Duration of diseases^a^ (years)9.097.19.847.32.0700.038Self-report healthPoor26668.212431.84.6270.032Neutral68472.825627.2Good47974.616325.4Personal BehaviourSmokeYes26875.78624.32.2720.132No116171.845728.2DrinkYes24569.810630.21.5180.218No118473.043727.0Sleep qualityPoor36172.313827.70.3220.570General46971.318928.7Good59973.521626.5Interpersonal LevelsMarriageMarried124872.447724.20.0940.759Unmarried18173.36626.7Monthly household income (RMB)\<200031068.714131.34.3490.0372000--399969972.926027.1≥400042074.714225.3Institutional factorsCHCsA29273.010827.06.7360.010B27669.412230.7C27369.312130.7D31282.36717.7E27668.812531.2Political LevelsManaged by GP teamYes80781.518318.581.615\<0.001No62263.436036.7Medical insurancesUninsured8460.05640.021.142\<0.001UEBMI58573.021627.0URBMI68975.222724.8Others7161.74438.3[^1]

The Influencing Factors of Health-Seeking Preference and CHC Utilization {#S0003-S2003}
------------------------------------------------------------------------

In the logistic regression of health-seeking preference, we found that patients with chronic illness who were female, were aged under 60 years old, had a middle school education level and had good self-reported health preferred to seek treatment in CHCs. Cigarette smoking, household income ≥4000, management by GP team and being insured by URBMI increased the preference for CHCs ([Table 3](#T0003){ref-type="table"}).Table 3Influencing Factors of Health-Seeking Preference and CHC UtilizationVariables(1)(2)ProbabilityFrequencyPatients' preferenceCHC (Ref. Hospital)--0.701\*\*0.361\*\*Personal CharacteristicsGender (Ref. Female)Male−0.169\*−0.0540.006Age (years) (Ref.\<60)≥60−0.227\*\*−0.181−0.104Education (Ref. Primary School and below)Middle school0.244\*\*−0.117−0.073High school and above−0.279\*\*−0.322−0.225\*BMI (kg/m^2^) (Ref.18.5--23.9)\<18.5−0.481\*0.0670.04424\~27.90.1300.0430.009≥280.1860.486\*0.273\*Complication (Ref. Yes)No0.011−0.249−0.289\*\*Duration of diseases (years)−0.0090.0160.012\*Self-report health (Ref. Poor)Neutral0.037−0.136−0.192Good0.218\*−0.277−0.276\*Personal BehaviourSmoking (Ref. No)Yes0.259\*\*−0.155\*−0.007\*Drinking (Ref. No)Yes−0.082−0.105\*−0.068\*Sleep quality (Ref. Poor)Neutral−0.1670.0980.114Good0.049−0.354\*\*−0.237\*Interpersonal FactorsMarriage (Ref. Married)Others0.083−0.140−0.038Monthly household income (RMB) (Ref.\<2000)2000--39990.0990.614\*\*0.346\*\*≥40000.203\*0.662\*\*0.430\*\*Institutional factorsCHCs (Ref. A)B−0.306\*\*−0.696\*\*−0.335\*\*C−0.1340.041−0.080D0.562\*\*−0.019−0.078E−0.098−0.182−0.278\*Political FactorsManaged by GP team (Ref. No)Yes0.543\*\*0.336\*0.247\*\*Medical insurance (Ref. Non)UEBMI0.1890.739\*\*0.648\*\*URBMI0.354\*\*0.614\*0.524\*\*Others−0.2950.4250.432[^2][^3]

Putting health-seeking preference as an independent variable in the two-part model of CHC utilization, we found a strong association between preference for and utilization of CHC. Patients with BMI beyond 28, higher household income, poorer sleep quality, using alcohol or cigarettes, managed by the GP team and insured by UEBMI or URBMI had a higher probability and frequency of using CHC. In addition, having high school education and above, no complications, long duration of disease and good self-reported health significantly reduced the frequency of CHC utilization. At the institutional level, we found that the CHC utilization in CHC B and CHC E was rather low due to the poor-quality medical service and irrational distribution of medical resources ([Table 3](#T0003){ref-type="table"}).

Discussion {#S0004}
==========

Currently, chronic disease is the leading global health threat and consumes large amounts of medical resources,[@CIT0037] especially in China. Statistics indicate that chronic disease treatment accounted for more than 50% of outpatient visits in tertiary hospitals in Xiamen, with more than 30% of them for renewing an existing prescription.[@CIT0038] According to earlier papers, only approximately 5% of all patients require treatment by a specialist, while more than 90% of chronic diseases can potentially be well managed by a GP.[@CIT0039] Therefore, there is an urgent need to optimize Chinese patients' current healthcare-seeking preferences to release medical resources in hospitals and improve the efficiency of CHC utilization. As a pilot city for health policy reform, the Xiamen government introduced an innovative reform named the three-in-one team-based care model, which changed chronic disease management and redesigned the healthcare system.

In our study, 72.5% of respondents preferred to seek treatment in CHCs, and those with a health-seeking preference for CHCs had a high probability and frequency of using CHCs in the Xiamen reform. These results mean that the three-in-one team-based care model had an impact on encouraging more appropriate health-seeking behaviour in patients with chronic diseases and more efficient use of CHCs.[@CIT0020],[@CIT0040] Then, we adopt an ecological perspective to examine the influencing factors of the health-seeking behaviour regarding CHCs.

Personal Characteristics {#S0004-S2001}
------------------------

Gender and age are the primary factors influencing patients' preference. Women may prefer to use CHCs for the following two reasons: 1) Women usually live in worse health status than men in China; 2) With the development of CHCs, there are more incentives to seek treatment in community centres than in hospitals.[@CIT0041],[@CIT0042] In our study, 70.8% of women reported poor or neutral health, and the incentive policy allowing patients to buy nearly one month of medicine in a CHC and other incentives are more attractive to women.[@CIT0023] With respect to age, worse health conditions could limit the activities of daily living of the elderly. As a result, elderly individuals are more inclined to seek treatment in hospitals with the help of families when they have serious health problems and require healthcare.

Patients with a high school education and above showed a lower preference for and frequency of using CHCs in the past two months. This is consistent with the fact that the more educated elderly tend to pursue higher quality medical care and techniques in higher-tier hospitals and have lower trust in CHCs.[@CIT0043]--[@CIT0045] To achieve a higher quality of care for patients with different education levels, it is urgent to enhance the quality of CHCs (capacity of health staff, medical environment, and medical techniques).[@CIT0046]

In this study, health status was found to be the determining factor of CHC utilization, which is consistent with an earlier paper.[@CIT0047] People who were obese, had complications, had a long disease duration or reported poor health usually went to CHCs more frequently. This might be explained by the fact that obesity increases the risk of developing chronic diseases, leading to complications and worse health conditions. Moreover, chronic disease patients need long-term prescriptions. Compared to hospitals, which can prescribe medicine for chronic diseases for only one week at a time, the Xiamen reform allowed CHCs to extend prescription drugs for 4--8 weeks, which greatly increased the convenience of and compliance with chronic disease management for patients.[@CIT0022]

Individual Behaviour {#S0004-S2002}
--------------------

Our analysis indicated that smoking, drinking and poor sleep quality slightly increased CHC utilization. This was mainly because health-risk behaviours may expose the elderly to higher health risks, thereby increasing their demands for healthcare.[@CIT0048]

Interpersonal Level {#S0004-S2003}
-------------------

We found that household income significantly impacted health-seeking preferences and CHC utilization. People with high income tended to visit CHCs more often, which was different from Tian Shen's result.[@CIT0044] Other authors found that low income is linked to unmet needs and poor access to healthcare.[@CIT0049] Although the Xiamen reform has subsidized medicine expenses and raised reimbursement rates in CHCs, the health inequalities caused by income disparities remain. The government should make additional efforts to enhance the compensation of medical expenses and eliminate the barriers to accessing healthcare for low-income populations.[@CIT0050]

Institutional Factors {#S0004-S2004}
---------------------

Residents from different CHCs showed different health-seeking preferences and CHC utilization. In this study, patients from CHC B had the lowest preference for, probability of and frequency of CHC use. We found that the small scale, poor healthcare conditions and heavy traffic of CHC B were the dominant limitations for people using health services. This might explain why healthcare inequity still existed in CHCs[@CIT0051] in Xiamen and is in line with the results of Lin YB.[@CIT0052] Previous studies have pointed out that to improve health equality, the scale of the community and its administered population should be considered.[@CIT0053] Therefore, the government should concentrate on promoting healthy equality by distributing health resources reasonably and taking advantage of different geographical characteristics.

Public Policy {#S0004-S2005}
-------------

Patients managed by the GP team preferred to see doctors in CHCs and had a higher probability and frequency of CHC utilization, which suggested that the disease management method by the GP team was an effective way compared to the patients' disease management by themselves. First and foremost, the health managers in the GP teams maintained the continuity and improved the effectiveness of chronic disease management via frequent contacts, health education, health interventions and follow-ups, which substantially enhanced patient compliance.[@CIT0020] Second, the increasing drug variety and replacement of obsolete equipment increased the attractiveness and acceptance of CHCs as the initial point of contact for care.

Furthermore, medical insurance plays a key role in health-seeking preference and could be one of the most important measures towards reducing health inequity.[@CIT0054] Compared to the 30% out-of-pocket percentage in hospitals, the lower out-of-pocket percentage (7%) required for CHC use by patients managed by the GP team could attract more CHC utilization.[@CIT0055] Therefore, it is necessary to make efforts to extend medical insurance coverage in order to establish primary care-oriented healthcare based on CHCs, with GPs serving as "gatekeepers".

Limitations and Strengths of the Study {#S0004-S2006}
--------------------------------------

A few limitations, however, remain in this study. First, most of the sampled individuals in our study were over 60 years old, which contributes to potential bias. A possible reason is that the elderly are more likely to have chronic diseases and need more medical service. Another reason is that most participants in the three-in-one chronic disease management programme are elderly. Second, this study focused on two main chronic diseases, hypertension and diabetes, which may weaken the generalizability of our findings. This is because the first stage of the three-in-one chronic disease management programme is specifically aimed at hypertensive and diabetic patients. Third, there was limited analysis of the relationship between influencing factors within the framework of SEM. Such analysis is expected to be considered in future studies.

Despite these limitations, the findings reported here shed new light on health-seeking preferences and the utilization of CHCs. Our study will make several contributions to the current healthcare system. First, our study focused on the major issue of patients crowding into hospitals, which aggravates the inefficiency and difficulty of health resource allocation in the healthcare system in China. Then, we explored the influencing factors of health-seeking behaviour based on SEM, which not only makes up for the deficiencies in prior studies but also provides a new comprehensive perspective to evaluate healthcare reform. Last, our results have great reference value for further deepening health reform.

Conclusion {#S0005}
==========

The implementation of innovative primary care reform in Xiamen has made some achievements in improving CHC utilization. However, certain challenges remain, such as underutilization of CHCs among marginalized groups (elderly, poor, uneducated), lower recognition of CHCs among higher educated populations, and insufficient incentives and coverage of health reform. To guide reasonable healthcare-seeking behaviour and improve the efficiency of primary health systems, the government should further strengthen the primary healthcare system, deepen and expand healthcare reform, make efforts to protect the interest of marginalized populations and eliminate health inequalities.
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[^1]: **Note:** ^a^*t*-test was used to compare the duration of diseases between different health-seeking preferences.

[^2]: **Notes:** \*Significant at 0.05 level, \*\*Significant at 0.01.

[^3]: **Abbreviations:** Column 1, factors influencing the patients' preference for treating in CHCs; Column 2, factors influencing the patients' CHS utilization.
